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ental Program at Sonoma State Home, with 
. Special Reference to the 
Dental Hygienist 


By ANNA SCHLEEF Moorg, Eldridge, California 


(Read at the Twenty-Second Annual Meeting of the California Dental 
Hygienists’ Association, at Sacramento, April 14, 1942) 


which our dental program has been developed, I will first give you a 
few facts concerning the nature and extent of our institution, the 
sonoma State Home. 


Sonoma State Home is a home for the feeble-minded, as distinguished 
‘vom the insane. 


This distinction can be pointed out most clearly by reference to the 
definitions given in the medical dictionary. Insanity is defined as a disorder 
of the mental faculties. Feeble-mindedness is defined as mental deficiency, 
due to arrested mental development. In the difference of meaning between 
these two words lies the essence of the distinction. Actually, as in everything 
else where the human element is involved, the line cannot be so clearly 
drawn. There are overlappings and many fine shades of difference. But in 
a broad, general sense, it is sufficient to know that—and I repeat—insanity 
is a disorder, while feeble-mindedness is a deficiency. 


The Home occupies a tract of 4,400 acres in the Sonoma Valley, about 
50 miles north of San Francisco, California. It may be of interest to some 
that Sonoma Valley is the Valley of the Moon, made famous by the late 
Jack London; and that the Jack London ranch, still operated by relatives 
of the writer, adjoins the Home property. There is also an old Spanish mis- 
sion in the valley, and numerous other landmarks of early California history. 
The climate is good and the scenery delightful. 


But to get back to the matter in hand (N.B. I am not in the employ of 
the Valley of the Moon Chamber of Commerce) we have within our 4,400 
acres, besides the aforementioned scenery, about fifty assorted buildings, 
a dairy, a poultry farm, a hog farm, two reservoirs, flower and vegetable 
gardens, and several orchards. 


There are between 3,000 and 3,100 patients in residence at the insti- 
tution, with an additional 600 or so on leave; i.e., home and industrial parole, 
under the supervision of our Social Service Department. There are also a 
varying number on escape. This number is about equally divided between 
male and female. All ages are included, from infancy on up; and all grades 
of mentality. 


{ ORDER that you may understand something of the background against 


While I do not intend to go into this latter problem deeply—that would 
be the business of a psychologist, and not a dental hygienist—it is necessary 
to explain that the feeble-minded, according to the degree of their mental 
deficiency, are placed in the following classifications: idiots, of mental age 
from 0 to 3 years; imbeciles, of mental age from 3 to 7.8 years; morons, of 
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mental age from 7.8 to 11. Each classification is further divided within 
itself, ie., there are low, middle, and high idiots, and so on. This is princi- 
pally of academic interest, however. For practical purposes the difference 
between a middle idiot and a high idiot is negligible. 


Above these groups are the borderline cases, the low normal, average 
normal, superior normal, and so on up to the genius class. We do not have 
geniuses at the Sonoma State Home. However, we do have patients as high 
as low normal and average normal. Among these are some epileptics, so- 
called “spastics”, certain types of delinquents, and others not deficient 
mentally, but with some defect that makes adjustment outside an institu- 
tion impossible. 


The patients in the institution are segregated according to sex, age, 
and mentality; and each group housed separately, in wards, cottages, or in 
farm colonies. As you will see later, this arrangement has a decided influence 
on the layout of my work. 


The care of these patients and maintenance of the institution requires 
the services of about 450 persons. These include physicians, dentists, psy- 
chologists, teachers, social workers, nurses, office workers, cooks, bakers, 
plumbers, electricians, attendants, and a variety of others, including an 
undertaker and a dental hygienist. 


I could go on at great length about each of the different fields of activity 
carried on within the institution, such as the school, and so on. Each has 
many features of interest. But since this is to be a discussion of the dental 
hygiene program, I must not digress too far. 


Our dental staff consists of two dentists, a dental assistant, and, of 
course, a dental hygienist. We also have one, or sometimes two “detail’’ 
girls, i.e., patients assigned to do such work as they are considered capable 
of, and from which it is hoped they will derive some benefit in the way of 
training and development of responsibility. These girls do most of the 
scrubbing and cleaning; but many of them can be taught to set up the oper- 
ating trays, care for rubber gloves and dressings, care for the every-day 
supplies, sterilize instruments; occasionally one can be taught to do such 
laboratory work as pouring models, or to assist at the chair. Considerable 
patience and time is often required to teach them these tasks, but it seems 
to me to be in the line of duty of any of the employees of the institution to 
do everything possible to help these unfortunate persons under our charge 
to make the most of what capabilities they may have. The results are oc- 
casionally most gratifying. 


The dental clinic, which is headquarters for my work, is located in the 
general hospital building. The clinic is equipped-for the practice of all 
phases of general dentistry. No orthodontia is done, and only in rare cases 
are the more elaborate types of gold and porcelain restorations undertaken. 
But on the whole, the work is much the same as that carried on in the 
average general practice. The mentality of the patient in each case has 
considerable influence on the indication for treatment. For instance, the 
teeth of the lower groups, i.e., idiots and the lower imbeciles are never filled. 
For one thing, the placing of fillings in these patients would be almost a 
physical impossibility. Furthermore, they hardly ever use their teeth in the 
mastication of food. and in many instances are on soft diets whether they 
have teeth or not. Also, no esthetic purpose is served. In any event, working 
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1s we do on the principals of “the greatest good for the greatest number”, 
+ would not be reasonable to put in a great amount of time restoring the 
-eeth of these patients, when there is so much work to be done on patients 
f the higher type, i.e., those who are eligible for parole, who serve as 
‘etails, and are capable of appreciating the work done for them. 


The principal object of dental care for the lower mentality group is to 
eep them free from infection and free from pain. Hygiene and extraction, 
herefore, are the only dental operations to which they are likely ever to 
subjected. 


As dental hygienist at the Sonoma State Home, my principal duty is 
o make the rounds of the wards, cottages and farm colonies, cleaning each 
vatient’s teeth as I go; and, when I have finished, to start over and make the 
ounds again. It takes something over a year to get around once. 


As I go along, I examine each patient’s teeth, and make a memorandum 
£ my findings. In patients of the lower group, I note only teeth which 
_ppear to need extraction, and any unusual condition of the other oral 
issues. In patients of the higher type, I also note all cavities, and in the 
case of dubious teeth, put in requests for x-ray pictures. 


The results of these examinations are turned into the dental clinic, 
and kept on hand for reference. May I emphasize that the notes are turned 
in, not as recommendations, but as memoranda. For a dental hygienist to 
make “recommendations” to a dentist is too likely to smack of presumptu- 
ousness—a thing which has, in some regrettable instances, aroused the 
antagonism of members of the dental profession towards those of ours. 


In the field of dental health education — one of the most important 
phases of the dental hygienist’s work in most cases — I have not done a 
great deal. Our field here is, let us say, not particularly fertile. The best 
success can be gained from dealing with each patient individually, as I work 
on him. And then, too, by contact with the attendants on the wards, I can 
arouse their interest, and in many cases their supervision of tooth-brushing 
on the wards improves. 


The difficulty is to find some basis upon which to make an appeal. In 
the case of many girls vanity serves. But too many of our patients consider 
bright gold work, dentures, or the experience of extraction far more dra- 
matic and exciting than the everyday routine of tooth-brushing. And, of 
course, the patients of lower mentality just do not know or care whether 
they have teeth, clean or otherwise. 


On the other hand, I can cite the case of a patient who undertook the 
care of her teeth with too much enthusiasm. The girl was in the high moron 
group, capable, attractive, and extremely well-groomed. When she came to 
work as a detail in the dental office, she became tooth-conscious. Her teeth 
were good, and she had always kept them sufficiently clean. But in a burst 
of enthusiasm for dental health, owing to the atmosphere of the clinic, and, 
I suppose, our preachments to other patients, she began brushing her teeth 
four and five times a day, using not only tooth paste or powder, but occa- 
sionally flour of pumice. And she each time brushed long and vigorously. 
In spite of anything we could say, she could not be broken of the habit. 
After six months she left us to go out on home parole. By that time her 
teeth showed marked abrasion. We can only hope that, once she was removed 
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from the dental atmosphere, she lost interest in her teeth, and concentrated 
on her hair, or fingernails, or something more replaceable than dental 
enamel. 


The most unique feature of my work here is its somewhat nomadic 
character. I do not have a chair in the dental clinic. Instead, as I have 
already mentioned, my equipment is moved from one to another of the 
wards and cottages. 


The original reason for this plan was probably lack of room in the 
dental clinic. But it has developed since that there are a number of other 
good reasons for the work being carried on in this way. 


There are also, of course, some disadvantages. Principal of these is 
that there is some time and trouble involved in packing the equipment, get- 
ting it moved (this is done by a crew from the Engineer’s Department, who 
have proved to be extremely cooperative) and then setting it up again. This 
has to be done, on an average, every two or three weeks. Also, many of the 
buildings are not particularly well adapted to the setting up of my impro- 
vised dental clinic. The newest buildings have tiled treatment rooms which 
are practically perfect for my needs. But often I have to work in playrooms, 
bathrooms, clothes rooms, dormitories, screen porches, and so on. In extreme 
cases, the only thing I can think of as comparable to my working set-up is 
the setting for a William Saroyan play—“‘The Time of Your Life’, for 
instance. 


However, I believe that the disadvantages I have cited are considerably 
outweighed by the advantages. 


As I have mentioned before, this arrangement gives me an opportunity 
for closer contact with the attendants who care for the patients, and thus 
the gospel of dental hygiene can be spread. And the attendants are more 
likely to be in a favorably receptive mood, since — although their ward 
routine may be somewhat upset by an incursion of myself and my equip- 
ment—they are spared the necessity of getting the patients dressed and 
sent to clinic. This is a considerable undertaking, especially in the case of 
the lower type patients, and of the cripples and bed patients. 


Also, I believe the patients are more at ease in the familiar atmosphere 
of their home wards, and therefore more easily handled. Many patients are 
frightened and upset by the disturbance of bringing them to the hospital. 
(There are others, of course, for whom a trip to the hospital is in the nature 
of a holiday junket. Quite a few of the visits to the dental clinic can be 
accounted for under the diagnosis of “hospitalitis”.) In cases where help is 
needed with a patient, it is advantageous to have someone at hand who is 
familiar with the patient, and who understands his peculiarities. 


From a purely personal point of view, I find my wandering ways very 
interesting. I have been able to explore the ins and outs of institution life 
to an extent that would otherwise not have been possible. 


As for equipment, I use a standard dental chair. 


This chair has the disadvantage of being heavy to move, but, as I have 
mentioned, this problem has been overcome by the excellent cooperation of 
the Engineer’s Department. 


= 


The Journal of the American Dental Hygienists’ Association 127 


There are a number of reasons why, in spite of the difficulty of moving, 

-o standard chair is used. The heaviness which causes the trouble in mov- 
ug is the very thing which is required, especially in handling resistive 
outients, and patients who may have epileptic seizures in the chair. A chair 
at will not tip or give way at any point is necessary to prevent possible 
‘ury to these patients, to the operator, or to others who are standing by. 
the case of very resistive patients, it is necessary to have them held, or 
nerwise secured against something solid and immovable. In the case of 
jleptic patients, movement is sudden and unexpected, and often quite 
lent, so that anything but a heavily based chair might be toppled over. 


Rapidly and smoothly working adjustments, as of the headrest, etc., 
cilitate keeping the patient at ease. In this connection, the hydraulic lift 
. the standard chair is also indispensable. These features also save con- 
derable wear and tear on the operator. 


The chair which I use, and which I chose because of all other standard 
‘ypes seemed especially adapted to our needs is the S. S. White Diamond 
hair No. 3. The reason for my preference of this particular chair is that 
~s form-fitting cushions and self-adjusting back lend themselves well to the 
c.andling of crippled and deformed patients, many of whom are totally 
oaralyzed, and unable to make any effort to hold themselves in position. 


I use a portable electric motor on a stand, and the standard type of 
engine arm and handpiece. 


By process of trial and error I have settled on the following as the 
most satisfactory for the use to which I put them: Younger scalers, No. 7 
and 8; Darby-Perry No. 11; S. S: White scaler “B’”; S. S. White No. 33 and 
No. 34; and S. S. White No. 3. 


Except for the Younger scalers, these are of the long handle type, and 
<a heavier than the instruments regularly used by the dental 
ygienist. 


There are several reasons for this. First, a great deal of the work is 
heavy, the object being to get of a quantity of calculus, as rapidly as pos- 
sible, and with as few motions. This, again, helps towards keeping the 
patient at ease. Then, in the case of resistive patients and epileptics, there 
is danger of the finer instruments breaking and the fragments being swal- 
lowed. Of course these heavier instruments must be handled with care to 
avoid injury to tissues surrounding the teeth. So far my experience in this 
respect has been most fortunate. 


re important thing is to have both patient and instrument firmly 
in hand. 


For polishing, I use the ordinary rubber cup, and for heavier stains 
| have found very effective the Robinson’s cup-shaped bristle disc, on a 
short mandrel so that it may be used in the angle handpiece. This disc works 
particularly for two of my main problems, i.e., tobacco stain and, believe it 
or not, grass stain. . 


_ For patients who will not or cannot hold their mouths open, I some- 
times use a mouth-prop. But I have found that wooden tongueblades wedged 
between the jaws, or my own hand, are more satisfactory. It is difficult to 
describe just how the hand is used, without a demonstration. I place all the 
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fingers except the thumb (of the left hand, of course) inside the cheek, and 
then spread them, bracing them wherever I can against the buccal plate in 
the upper and the rim of the manbible in the lower. Of course it is almost 
impossible to use a mirror when the left hand is thus occupied, but in a 
patient whose mouth must be held open the use of a mirror if not feasible 
anyhow. Moreover, patients of this type are given to crunching mirrors 
between their teeth, if given the opportunity. 


The two most objectionable features of my working set-up are inade- 
quate lighting, and the cuspidor. 


Where natural daylight is not sufficient, and artificial lighting must 
be used, I have never been able to devise anything better than a globe hang- 
ing from a cord, placed as effectively as the facilities of the cottage or ward 
allow. I have considered a light on a stand, similar to a floor lamp. But there 
would be the constant danger of patients grabbing it and pulling it over. 
Though this would probably do no harm to anyone, it would involve con- 
siderable waste of time, and a high casualty on lights, which would be too 
expensive to replace often. I have enough trouble watching the stand of my 
motor, without the additional trouble of watching a light. I had attempted 
using a head lamp, but not only is this very tiring to the head, but it is a 
target for too many eager, grabbing hands. I had a similar difficulty once 
with what I thought were some very attractive frou frou bangs. I had to 
get rid of them. My patients were, literally, always getting in my hair. 


As for the cuspidor, my main objection is esthetic. Without adequate 
plumbing, it is impossible to have the running water cuspidor such as is 
found on the regular unit. The best I have been able to manage is a bucket. 
I am becoming resigned to it by now. 


In my day’s work I confront a few problems which, I imagine, are 
different from those generally met by the dental hygienist. 


Several of those, i.e., the necessity of adapting myself and my equip- 
ment to different environments, and the necessity for overcoming various 
inconveniences, I have already mentioned. I find, also, that not having a 
bracket tray to work from, I have developed a plan of keeping my instru- 
ments on a table—or anything else that is handy—at the back to the chair, 
behind the patient. As a result I have worked out rather a cross-handed 
technique. I keep my motor on the right side of the chair, so that the 
engine arm comes more or less over my shoulder, rather than across the 
chair and patient, as in the case of the regular dental unit. The reason for 
this is to keep the arm and belt out of reach of my patient. I am beginning 
to think I could work from a trapeze, if the situation required me to do so. 


My other set of problems are those owing to the type of patients I 
work on. 


About one-third of them, I wou'd say, behave as well as the patients 
who would be found in any average practice. In many cases I believe the 
small children behave better. 


A second third are—and I can think of no other word to describe them 
—exasperating. These are the patients who cannot sit still—the fidgetters, 
the wigglers, and the incessant talkers. They follow the instrument with 
their tongues, lick the operator’s fingers, swallow water and mouthwash 
rather than spit it out, and so on. Many of them have poor tissue tone, and 
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air lips and cheeks are either completely rigid, or so flaccid that they 
sre or less drape around the mouth mirror, fingers, or anything else used 
an attempt to retract them. Also, they may either hold their jaws rigid, 
‘let their mandibles ride loose, so that it is almost impossible to find a base 
_¢ leverage in instrumentation. Patients in this category are generally 
od-natured, friendly, with no objection to being worked upon, but they 
e none the less tiresome. 


The last third are those who are out and out difficult. These include the 
jiseriminately resistive patients, i.e., those who resist being bathed, fed, 
essed, undressed, and everything else. We have two or three whom I have 
smissed as impossible. 


Patients of this type are kept in the chair by being held there, by as 
any hands as necessary. Sometimes a sheet folded and passed around the 
atient’s. body and secured behind the chair works well, without injury to 
1e patient. We also occasionally use a light restraint jacket to secure the 
ands. It is important to keep their hands so that they cannot grab at the 
astruments. 


Since many of these patients attempt to bite, it is also well to keep 
one’s own hands where the teeth cannot be closed down on them. 


There are some patients upon whom it is difficult to work, through no 
‘ault of their own. These are the spastics of which I have already spoken— 
the victims of congenital cerebral spastic infantile paralysis. These unfor- 
tunate individuals suffer from some injury to the motor centers of the 
brain, and have no control of their muscles. Not only is it impossible for 
them to sit still, but their mouths may close against their will, their lips 
contract, and so on. In their casé one can do only the best that is possible in 
a constantly moving field of operation. 


Epileptics do not present as great a difficulty as I had anticipated when 
| came to work here. For some reason they seldom have seizures in the dental 
chair. Or perhaps I have been running on pure good luck. When they do, of 
course one must instantly get fingers and instruments out of their mouths, 
and then get them to the floor, so that they will not fall and injure them- 
selves. (There is usually some other patient or an attendant at hand to help 
move the patient from the chair.) It is also well to get out of the way any- 
thing that they may grab—such as my motor—and pull over on themselves ; 
and also advisable to keep one’s face and hair beyond clawing distance. 
Sometimes a patient will recover from a seizure immediately, and be able 
to sit for the rest of the operation, but in most cases it is best to dismiss 
them, and finish their work at some later time. 


Occasionally I run into a patient so badly crippled or deformed (as in 
the case of a hydrocephalic patient, whose head has become so large that it 
is Impossible for him to sit up, and whom I am afraid of injuring by having 
him held in an upright position) that I work on him as best I can in his 
wheel-chair or go-cart. In the case of the hydrocephalic mentioned above, 
this involves my getting down on my knees to reach the patient’s mouth. 


A rather special problem, too, is the extremely repulsive patient. One 
need only look at the pictures in a text-book on the subject to appreciate 
this. In dealing with these patients I find that rubber gloves lend consider- 
able moral support. 
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Then there are the extremely untidy patients, who have little or no 
control over their body functions. Their clothes are almost always soiled, 
and their mouths filled with any odds and ends they can get hold of, includ- 
ing insects, grass, paper, hair, cloth, and even their own excreta. Again 
rubber gloves are indicated, and a mask goes a long way towards sparing 
one’s olfactory sense. 


In this connection I remember an incident that occurred when I had 
first come to work here, after being with the Department of Dental Medicine 
of the University of California, where a rare lesion was prized beyond 
rubies. I found a patient whose lips were the dull, blue color of billiard 
chalk. Upon opening her mouth I was delighted to find her tongue even 
more blue. There seemed to be a large blue growth beneath it. I thought I 
had made the discovery of the season until, alas, the mirror disclosed my 
prize to be a quid of blue felt from the patient’s slippers. 


Thus I could go on indefinitely. But time (and space) is running short. 


For anyone interested in going further into the subject of feeble- 
mindedness, I recommend two books: Bridges, Abnormal Psychology, and 
Tredgold, Mental Deficiency. 


And now, in closing, I would like to answer the question so often asked, 
and which you may at this moment have in your mind, i.e., “After all those 
teeth have been cleaned and filled and so on, what has been accomplished? 
Why waste the time on people of this type?” 


My answer is this. 


As I have mentioned before, there are certain of these patients who are 
rehabilitatable, who after training and treatment, are capable of making 
an adjustment in the outside world. It is only fair that they should be given 
a start in as good physical condition as possible. Dental health, it goes with- 
out saying, is essential to physical well-being. 


As for the custodial patients, the responsibility for their care has fallen 
to institutions such as ours. Part of our responsibility is to maintain these 
helpless persons in reasonable decency and comfort. And a prominent fea- 
ture of comfort — even on the most elementary terms — is freedom from 
dental pain. 


The broader question as to whether such lives as these should be pre- 
served at all is too controversial to be gone into here, and furthermore is 
beyond my scope to discuss. But I might venture to say that the cost and 
trouble of keeping one of our patients a lifetime is but a drop in the bucket 
as against the cost and trouble inflicted upon us a few of the world’s non- 
custodial cases, i.e., Herr Hitler and company. 
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Editorial 


A very welcome letter from Isabel Kendrick tells what the 
ental hygienists of Springfield, Massachusetts, are doing to help 
a the event of a war emergency. These girls have organized, under 
ie sponsorship of three local hospitals, a group of operating room 
issistants to serve in case they are needed in time of stress. 


One of Springfield’s Oral Surgeons, realizing the training and 
experience of dental hygienists in sterilization and asepsis, felt 
these girls could be very useful in medical emergency service, 
where a shortage of surgical nurses will surely occur if we have 
extensive sabotage or bombings. Cities in the East or on the Coast 
are of course more susceptible. 


This group is in no way like the Nurses Aides, they have no 
uniform except the operating room gown and triangle, with the 
mask, of course. They call themselves Operating Room, or “O. R. 
Assistants”. The Supervisor of all nurses in case of emergency 
was approached and she is the moving force in the program. She 
consults with the Supervisor of Nurses in the other hospitals and 
together they outline the duties and instructions. 


First a general pep talk was given the prospective members, 
and they were impressed with the responsibility of their job. They 
were told they would be on call nights, days, Sundays or anytime. 
The girls were advised they should think it over before signing up, 
but all signed. The course was planned for 12 to 14 hours, two 
hours an evening, from 7 to 9 p.m. _ 


The girls were given a general tour of the operating room and 
a talk about the specific duties as well as a discussion on asepsis 
and sterilization. Then they were given a period of going through 
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autoclaves and sterilizers; taught the wrapping of major packs 
of linens and learning which articles go into such packs. They 
learned to make several varieties of surgical dressings, as well as 
the care of rubber gloves, and the testing, mending and autoclav- 
ing of these dressings. They sort, check (for breaks), and fold 
and autoclave the gowns and other linens. 


They learned the proper names of instruments by groups 
for major and minor operations. Finally, they learned the setting 
up of the operating room for “business” and to clean it up after- 
ward. Hanging up sponges, and taking the count during the opera- . 
tion are some of their tasks. The girls were taught the technique 
of the “scrub nurse”, but will not be permitted to practice that 
unless some extreme emergency arises. 


After the preliminary training the girls were required to 
give their time for two mornings a week (at their own conven- 
ience) of three hours each while operations were in session. Then 
it was suggested that the girls arrange to come in once in a while 
to keep their hands in, so to speak, so they could not forget what 
they had learned. 


This seems like an admirable answer to the question so many 
are asking, “What can I do to help?” Surely those of us who have 
time to spare, and those who can arrange the time could do well 
to emulate the example of the Springfield girls. 


It’s interesting to note the change in tone in the various dental 
editorials before and after the postponement of the meeting of the 
American Dental Association, and our meeting as well. 

We thought we were justified in holding our meeting. That 
such things as professional progress were important and war- 
ranted a priority over less important reasons for travel. Then we 
realized that first things must come first, and that all travel must 
be restricted to actual fighting equipment, men and the industry 
to make such equipment possible. Our professional progress cannot 
stop, but we’ll have to content ourselves with local meetings and 
the use of our magazines to keep informed about what’s new in 
dentistry and dental hygiene. 
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Such adjustment in our thinking is necessary and is going on 
» all phases of our life. In the degree in which we make these 
‘justments gracefully and with cheerfulness we will become valu- 
le citizens in wartime. We are just beginning to learn what 
orifice can mean. Our allies have learned this lesson long ago. 
aall changes, as meatless days, using our cars less, going without 
-at which will be necessary for the war effort will become in- 
easingly necessary, and let’s accept them with the spirit of good 
-mericans. 


I’ve heard that the test of an educated person is his conduct 
-ider new circumstances. To most of us war is an entirely new 
-<perience. We are particularly adapted, because of our training, 

be of help. Let us prove too that we are just as well adjusted in 
ur personalities to make the most of every opportunity to be good 
citizens, 


The Psychological Treatment of Fear 


By Dr. STANLEIGH R. MEAKER, Chattanooga, Tennessee 


(Presented at the 13th Annual Meeting of the Tennessee Dental Hygienists’ 
Association, May 11th to 13th, 1942) 


ERHAPS the title chosen for my address to such a select audience as 

Dental Hygienists, may at first thought, seem a bit presumptive that I 

believe your calling is thought of as a somewhat fearful one by the 
majority of people. So, I hasten to explain, that such is far from my idea or 
intention to imply. Furthermore, I sincerely wish that I could say as much 
for my own share of the profession. In fact, it is for that very reason, viz; 
that dentistry is commonly thought and spoken of with a shudder, that I 
wish to emphasize the value of your position as an ameliorating factor in 
the treatment of dental fear. 


The very creation of the dental hygienist’s profession by Dr. A. C. 
Fones, was as you should know, because he felt that young women could 
better present the subject of oral hygiene than could practicing dentists. 
It was my privilege to have known Dr. Fones personally and to have con- 
ferred with him many times. Always was it his theme that the dental 
hygienist should before all else, consider herself a teacher. In later years 
he expressed himself in no uncertain terms, as regretting most heartily that 
the dental profession had perverted that idea to one of commercial advan- 
tage to themselves. The ultimate of that perversion, I feel, is in the licens- 
ing law enacted, so far as I know, only in our own State of Tennessee. Here 


the dental hygienist is permitted to operate solely in the offices of practic- 
ing dentists. 
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Since the beginning of your profession I have been constantly asso- 
ciated with some members. As a teacher, an employer, a supervisor and as 
a husband, I have had ample opportunity for first-hand observation and 
evaluation of your contribution to the parent profession. During the ten 
years that I served as supervisor for more than two hundred hygienists in 
another state, only twice was a reprimand necessary. In each case the dentist 
under whom they immediately served was to blame for the hygienist’s trans- 
gression of the dental statute. In further recognition of the value of the 
dental hygienist’s work as an introduction to other dental service, I would 
cite the experience of the many states where hygienists are privileged to 
work in schools and other institutions. Dentists, parents, teachers, school 
principals and superintendents, heads of institutions and children by the 
many hundreds have told me how the dread of dental work was lessened or 
never developed because of the teaching and first impressions given them 
by the dental hygienist. 


In the study of psychology we learn that fear is not a natural condition 
_ of the mind except from three causes: loud noises, actual pain and loss of 
support or falling. Fear of anything else therefore must have been induced 
by contact with something else. Dental fear, then, is a conditioned fear or 
reflex, if it exists in the mind of any individual at their first visit to a dentist. 
The sole cause, condition, contact or experience causing such fear must have 
been through another human being. Reciting to or within the hearing of a 
child, one’s own “terrible time at the dentist’s’’, I believe, has reflexly caused 
more tooth aches than probably any other factor. Fear of pain is thus in- 
duced, procrastination follows and in their wake dental disease grows and 
spreads. Rarely a day passes but that I have to caution someone about even 
lightly mentioning the word “hurt” or pain while I am working for a child. 
The person saying “it won’t hurt” undoubtedly means that they hope it will 
not, not much anyway. Or they mean for the child to be brave and stand it 
even if it does hurt a little. But the child does not grasp all that and instantly 
thinks “why was that said?”, “Mother must know it will hurt.” Right there 
fear has been induced and all sorts of complications arise. Any sensation, 
the mere touching the enamel of a tooth, the gum, lip, or tongue with a 
pledget of cotton may be interpreted as a severe pain. Such a situation is 
really a serious* disease and very hard to cure. Prevention is far easier and 
surer. 


In many dental offices where a hygienist is employed, it is customary 
for new patients to be given a prophylaxis before other work is started. 
“First impressions are lasting”, hence important. So it is up to you to make 
the new patient like you, your service and your office and want to return, or 
at least not fear to do so. Of particular value is such a procedure indicated 
with children, especially if the visit is their first to any dentist. Unfortu- 
nately, however, most first visits of children to a dentist are for relief and 
it is positively disgusting how many times the relief sought is by the parent 


”. But even in cases where pain is the incentive for the first visit, the 
hygienist still can take charge temporartily. Ushering the child quietly up 
to the chair, invite the little patient to climb up, explaining of course that 
you are the doctor’s helper, etc., etc. It is better never to put a child in the 
dental chair or even allow the parent to do so unless absolutely necessary. 
It savours too much of punishment or compulsion. 


Anticipation of the unknown may be right on the border line between 


wnt ust Can ye Kept awake another night by ; Ss crying witn 
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coy and fear. Caution then, must be exercised, that every new phase of our 
svogress is initiated by or linked up with something familiar. In making 
-2 appointment for a very young patient ask that they come a little early so 
‘ne child may have time to become somewhat accustomed to the new sur- 
-oundings. Also ask that nothing be said to the child about what is to be - 
‘one. This puts it entirely up to the dentist to make the right impression. 
ind this applies especially in the operating room. The dentist alone should 
') the talking to the child. With the child watching in the hand mirror he 
in talk about what he is doing and even explain away lots of tickles, itches, 
\ings, mosquito bites, etc., ete. 


In the reception room it is well to have one or more brightly colored 
hairs, just the size to attract little tots up to about five years old. Children 
jot these chairs and immediately occupy them. Even older children will sit 
a them if they can. One of these chairs can be adapted to fit right on the 
eat of the dental chair. If you can, have that chair in the reception room and 

wave the little tot sit in it. At the proper time, invite the child to bring the 
‘hair into the operating room. Make the necessary adjustments and see how 
‘ou will have to hurry to be ready for the youngster to climb up into it. 
Children like and understand things of their own size. Bear that in mind all 
he time and keep your thought and word gauged to their level. That does 
aot mean “baby talk’ at all but just such language and actions as the child 
san understand. Life is a game to them and “make believe” plays a large 
part. Most of our instruments are tiny anyway but it helps sometimes to 
make believe that they are especially made so for children. 


One of the most successful ways I know of to reassure any patient, 
young or old, is to have them watch in a mirror, beginning while you make 
the examination. First admire or laugh at something, if it is only a wiggly 
tongue or funny light on a tooth. Then proceed slowly and cautiously, point- 
ing out this or that, asking questions and so stimulating interest in discov- 
ering what work is required. A few minutes thus spent will surely bring a 
big sigh of relief from your patient, showing that confidence in, rather than 
fear of, the operator is predominant in his or her mind. I like a magnifying 
mirror for this purpose or a two-faced one with both plain and magnifying 
sides. And do not have it too large, four or five inches in diameter is a good 
size—large mirrors, especially if magnifying, frighten some people. 


Now for my own pet method of forestalling and overcoming fear. 
Everyone, at some time or other in their lives, has been interested in dolls. 
In fact, I am convinced that almost no one ever gets over it. Even the oldest 
of my patients, catching sight of a few of these dolls I have in my operating 
room but make some remarks and ask questions about them. 


_ The original, simplest and most frequent one, that use is made of, is 
just two, one and one-half inch cotton rolls, tied together with a piece of 
dental floss to form a cross. A lead pencil, pen or better still, a double end, 
red and blue crayon pencil, is used for making faces,—blue eyes and red lips. 
A jaunty little hat may quickly be made of a sand paper disk, fastened by an 
ordinary pin with a pellet of cotton for the crown and to keep the pin from 
going way through the disk. Very modernistic hats are fashioned in a jiffy 
from pink base plate wax. To make the doll stand up, use a larger disk stuck 
on with a bit of wax. Bend the arms down slightly and pinch them flat and 
you have kimono sleeves. Slit it up from the bottom and you have a boy doll. 
There is no end to the modifications possible. 
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For little tots coming to the office for the first time we often meet them 
in the reception room. If there is the least bit of reticence in their greeting 
I remark, “I have been trying to make something that I think you would like 
to see and maybe you would help me finish it.” Then I get, or have in my 
pocket, ingredients for one of the little dolls. Generally there is no trouble 
in getting the child to help by putting their finger on the rolls to hold them 
while I tie the thread. The child then is given a small pair of scissors and 
asked to cut off the excess thread. They seldom guess what I am making, 
until the face is completed. 


The next step is to hold a mouth mirror, or better have the child hold it, 
so the doll’s face is reflected in it. Call attention to the blue eyes, nose and 
especially the red lips and wonder if she has “little teeth like you have’. 
Then I say, “Now let Dolly look at your mouth.” Almost invariably the 
mouth pops open and “Dolly” is hurriedly examining the little teeth. From 
that to the little red chair and the operating room is an easy progression— 
but don’t hurry—make it a game. With some children the doll making is 
done, one stage at a time, as rest periods, while the operative work is in 
progress. That is when the more complicated dolls are developed. 


The larger dolls of course involve more time and materials. These are 
made from two of the longer, six inch, No. 2 cotton rolls. One is tied in a 
single knot, thus making the body and arms. The other long roll is folded 
once making it just half the length. Tuck the folded end through the knot 
of the first roll and you have the head and legs. A piece of dental floss tied 
tightly at the proper place gives the effect of neck and chin. Another way 
is to make the head and leg unit and tie in the neck as before. Then make 
arms from another roll of proper length placed crosswise just below the 
neck thread and hold in place by tieing in the waist. Having accomplished 
this much with just dental goods it is great fun to hunt around for some- 
thing else with which to adorn the doll. Using only what can be found about 
the office gives added interest. Dresses are made from small squares of 
cotton cloth or doilies used for instrument wipes, etc. The hats, hands, feet 
and some faces are just different colored waxes. Tooth picks, prophylactic 
brushes, rubber cups, bottle caps, cellophane and colored paper need only 
a little ingenuity and, I must admit, considerable time and patience to make 
— variety of characters. It is even harder work to keep any dolls on 

and. 


Again I want to repeat that it is not alone children but adults, men as 
well as women, who markedly relax and are better patients after a few 
moments chat about this or any other hobby. A good laugh at some of my 
millinery creations is a splendid pre-operative sedative. A hobby may be 
any kind of collection or employment that one really enjoys. It usually in- 
volves mental and manual effort but it changes and relieves the tedium of 
one’s ordinary occupation. A hobby for yourself and displaying it to others 
acts like a tonic to both. Get a copy of “Hobby Magazine” and see how far 
some people travel on theirs. You may get an urge to start a collection of 
hair pins, finger nail dies, cosmetic jars or insignia from soldiers’ uniforms 
and finally, a bunch of blue ribbons from various Hobby Shows. 


Summary and Conclusion 


_ Think of yourselves and utilize your information as your originator 
designed you to be—a teacher. Dental fear is not inherent in our nature. 
It is spread by thoughtless exaggeration. Fear can be prevented by guarded, 
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areful approach to operative work. It can be overcome by tactfully stimu- 
ing interest in such work. Means to this latter end are varied. Examples 
aye: small furniture, picture books, hand mirrors and dolls made from ab- 
-yrbent cotton rolls and other dental materials. Any hobby will help. 
In conclusion let me add this thought. Nature has endowed woman- - 
:od with a more sensitive understanding, a delicacy of touch and a greater 
indliness in administering to human discomfort than is given to manhood. 
ultivate these attributes and give to dentistry the help it has long needed 
. win for itself a more affectionate place in the mind of man. 


The Dental Hygienist and the Child Patient 


By CLEMMENCE WADLEY, Memphis, Tennessee 


(Presented at the 13 Annual Meeting of the 
Tennessee Dental Hygienists’ Association) 


ENTISTS are always interested in new methods of practice building. 
One method in which the Hygienist plays a most valuable part is 
that which deals with children. 


The first contact with a child should be made, if possible, a few weeks 
after the baby is born—if both parents are patients of the office. This can 
be done in the form of a gift of a miniature denture with card enclosed “for 
Johnny to use until he cuts his first tooth”; by a telephone call or visit to 
the home to remind Mother that the habits of the child such as thumb-suck- 
ing, pillowing, mouth-breathing, etc., start very young and can be checked 
so easily in the early stages. 


The first office visit should be about two at which time nothing more 
than a ride up in the “elevator”, air in the palm of the hand to tickle, or a 
small polishing should be done unless the child is suffering with the tooth- 
ache. Immediate relief is given then but only in such an emergency. 


Many children are frightened when they see a white uniform. If possi- 
ble, the children’s appointments should be grouped, thus enabling the 
Hygienist to change from her white uniform which she must wear for adults 
to a pastel one. This will work wonders on a child who is afraid of a nurse 
and her uniform. 


Children should be greeted by name if possible. Sometimes it is not 
advisable to even bring them into the operating room during the first visit. 
If this is the case, the Hygienist, taking a few minutes off from her pro- 
phylactic duties, can consider any time well spent while she is making her 
first contact with a new child. 


In addition to her other duties, the Hygienist must learn to use psy- 
chology in handling a child patient. She must use special care in her ap- 
proach and conversation while around this young person. Such words as 
“hurt” should never be spoken. It is her duty to make the visit so interesting 
that the child will ask when leaving: “Mother, may I come back tomorrow?” 


| 
a 
wh 
| 


138 The Journal of the American Dental Hygienists’ Association 


The appointments should be neither too close together nor too far apart. 
If too often, it may be too much on the child; if too far apart, the confidence 
built up my be lost and the patient fail to cooperate. 


When the “big day” comes, Johnny climbs into the chair, opens his 
mouth and the Hygienist usually makes the first examination. She must 
note all conditions present and report them immediately to the Dentist. 
During this first visit it is better that the Doctor step into the room for just 
a few minutes to ask Johnny a few questions about his dog, a baseball game 
or pertaining to anything but dentistry, and then disappear. 


Carious teeth are usually noted first. Mother probably has already 
found a “hole” in the second from the back. 


The Hygienist while polishing can give an educational talk to Mother 
and child. ‘Only in so far as the child respects his first teeth will he respect 
the second.” Tooth pride cannot be taught too early, so start during the first 
visit. 

Johnny should be told that the “bad” part of his tooth will be removed 


by a sewing machine and a nice shiney filling put in to make the tooth as 
good as new. 


A child should always be told the truth for children are quick to dis- 
cover deceit. Honesty, kindness, patience and sympathy should be displayed 
at all times. Children should be treated as young men and women regardless 


of age. If told the truth, the child will do his best to cooperate unless he is 
unusually stubborn or mean. 


Even at this early age the child’s occlusion should be checked. It is very 
important that this be done and the Mother’s attention be called to any 
abnormality present. Thumb-sucking, mouth-breathing, pillowing, bad ton- 
sils or adenoids all have bearing on the shape of the mouth and formation 
of the arches. Any of these conditions present should be corrected by any 
means necessary. 


Many of the childhood diseases start in the mouth and throat. The 
Hygienist, with her knowledge of pathology, should be quick to recognize 
abnormalties. Never should she diagnose a case but should refer it to the 
Dentist who in turn suggests a physician. 


Diet charts and books should be kept to give the parents so that they 
may have a better idea of the foods, minerals and vitamins necessary to 
build strong, healthy teeth. The Hygienist plays an important part in this 
phase of patient education. 


Mouth hygiene cannot be taught too young. The parent may find it 
necessary to check or even do the brushing for a while but as soon as possi- 
ble the patient should be taught with his own brush how to brush and care 
for his oral cavity. This will give the child a sense of pride in his appearance. 


Both parent and child should be told in simple language of the value 
of periodic service. They should be made to realize that both Dentist and 
Hygienist are there to serve Johnny and help him build the Body of the 
Future American. 


Dentistry in Public Health 
By FRED W. MorRsE, JR., M.D. 
Harvard School of Public Health, Boston, Massachusetts 


‘Read at a dinner given to the Volunteer Dental Staff of Dental Hygienists 
and Dentists of the Harvard Evening Clinic for Newsboys) 


profession because dental caries is still a prevalent disease. With the 

rejection of many young men for service in the Army the critics become 
yuder and some of the criticism less understanding of the true situation. 
‘t has been said that therapeutic and surgical methods, which are our 
resent stock in trade for control of dental disease, are not preventive in 
‘haracter, and that therefore we cannot offer true prevention. Sometimes 
-he reaction among public health workers has been that there was little use 
0 bother about dentistry in public health. Some people appear to have the 
-eeling that until the boundaries of dental knowledge are pushed back much 
‘arther than at present, attempts at control are useless. 


I do not believe that these statements were intended to be so dogmatic, 
when originally pronounced. As opinions are passed around, variations 
develop in the expression of ideas and I feel that the dental profession is 
being unfairly criticized. I think that dentistry has a lot to offer in the 
control of dental disease. I think dentists should be proud of their accom- 
plishments and should be ready to stand up for their ability in preventive 
work, and counter those criticisms which are unjust. 


1 THE past few years much criticism has been heaped on the dental 


MEASURES OF DISEASE CONTROL 


In Public Health we measure our methods by end results, and one of 
the great measures is in the control of the death rate. Does the mortality 
table show a downward trend in any specific disease? Of course, the next 
and more specific measurement is that of the morbidity of the disease. 
That means the number of actual cases, the number of persons afflicted in 
any given period of time. From the standpoint of dental disease, we get 
criticism because we have not been able to reduce the incidence of dental 
caries in any mass of the population. 


But I feel that there are two other things, besides the caries rate, to 
be looked at, in judging this matter of control of dental disease. One of 
these is the maintenance of function in the mouth. If our methods maintain 
an undeformed dental arch, I feel that we must consider that the method 
has been successful. The other measure is that of mortality of teeth, of 
permanent teeth; and by this term “mortality” we mean loss of permanent 
teeth by trauma or by extraction, in which case the mortality is due pri- 
marily to dental caries. We will get a somewhat clearer picture of the suc- 
cess of our methods if we count the mortality of our teeth in terms of all 
the teeth in the mouth and all the mouths in the group being studied. 


_ Perhaps a simpler way, expressed in smaller figures, and a method 
which gives us the same proportional results, is to express mortality of 
teeth in terms of one hundred children cared for. If we do this, I think we 
can make some comparison of results of our methods in dentistry with the 
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results obtained in control of some generalized diseases known as examples 
of successful public health methods. I believe it also would be a good idea if 
we compared results in morbidity,—that is, in the control of dental caries,— 
in terms of the total teeth in the mouth, rather than in terms of children. 
Too many reports of our problem and of our studies have made no difference 
in the degree of caries. A carious child is a carious child. Certainly the indi- 
vidual with one carious tooth which has developed in the course of eight 
or ten years is a far different person from the one who has had four or five 
new cavities develop within a year. 


We have not devised a means of expression of the grade of function 
of the mouth, to be able to show that our methods of control (developed by 
dentistry) have also been highly successful in this direction. I think further 
studies will develop such a means of measuring effectiveness of dental care. 
It may be so intimately related to mortality of teeth that there is no need 
for this third measure. 


At the present time the mortality of the permanent teeth is perhaps 
the most practical measure for judging success or failure of a dental pro- 
gram. The other figure of importance is the number of completed cases 
out of a given population. Figures on total examinations, total fillings placed, 
total extractions, as so frequently given in reports of dental service, are 
comparatively of little, or no, value. 


In a moment I want to leave the subject of dental disease control and 
examine a few examples of disease control well known in public health 
success stories. We think of dental caries as being the great disease, the 
great scourge of mankind, from the standpoint that it affects more people 
than any other disease, and that it affects more people for a greater part of 
the time. I think this is perfectly true. This point emphasizes the great dif- 
ference between our problems of the control of dental caries and other 
problems. We have here a disease which does not repair itself. Once we 
have had it, we are always marked by it. Repair requires the ingenuity of 
dentistry, whereas in most diseases, repair is part of the natural process of 
recovery, and at the end of the disease the person apparently is no worse 
off, and perhaps better off, than he was before he had it. We must not forget 
this great difference,—this difference due to loss of tissue and to the great 
chronicity of caries. 


If we look back for many years, we would find that, like dental caries, 
small pox affected practically all the population, 95 per cent, the familiar 
figure to those of us dealing with dental disease. Of course it did not affect 
everyone all at once, as caries does, because it is a short-term disease, like 
nearly all others. But not more than 5 per cent escaped, and the mortality 
might be as high as 30 per cent. For this disease we have a very definite 
method of control. It is that of immunization. It not only prevents mortality, 
but prevents morbidity. The method was originally published in 1798, and 
in 1800 active measures were taken here in Boston which finally led to legis- 
lation for the control of the disease. But one hundred years later, between 
1913 and 1922, a ten-year period, there were over 500,000 cases in the United 
States. And from 1921 to 1930, another ten-year period, the rates ran 35,000 
to 50,000 cases per year in this country, the grand total some 460,000 cases. 
No, you know little of that, because Massachusetts has had only one case, or 
thereabouts, in the past ten years. 

I am not presenting this picture of small pox to make you feel that 
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ntistry should reach a similar accomplishment. I as presenting the picture 

‘small pox to point out that the medical profession and the public health 

_.ofession do not feel that they are responsible for the continued high rate 
~ small pox in our United States. They would pass that right back to the 
blic. The point I wish to make is that here we have an illustration of a 
rfectly controllable disease, so controlled that in a population of over 
,000,000 in the eastern part of the United States cases in a ten-year period 
‘no be counted on the fingers of both hands. And yet we still have nearly 
-),000 cases per year, in the whole country. This is an example of public 
athy and the effectiveness of obstructionism. Therefore, if we have a 
_ablic apathy to this extent, with a disease which can be perfectly controlled, 
think the criticism that would make the dental profession solely respon- 
‘ble for dental caries is a decidedly unjust criticism. 


There is another common disease which ranks with dental caries be- 
use of its ability to afflict 90 per cent of mankind. That is common, ordi- 
ary, measles. We will not find 10 per cent of an adult population who have 

ot had measles. Of course, again as in the case of small pox, it is not always 
ith us, and I have heard papers which pointed out that apparently children 
vho had had measles then made a much more rapid gain and apparently 
Jeveloped a ruggeder constitution following the disease than they had ever 
iad before. Besides its high morbidity, measles has a fairly high mortality 
vate. In populations never before afflicted the death rate has been as severe 
as in small pox. Measles has been known for a good many years, probably 
nearly as long as dental caries. It is not a new disease, or a recently discov- 
ered disease like tularemia, or psittacosis, or equine encephalitis. What are 
we doing about measles? Sometimes a passive immunity which lasts two or 
three weeks can be obtained by the use of a convalescent serum. There has 
been some control in small groups by the use of some of the placental ex- 
tracts. Taken by and large, measles is as uncontrollable today as it was when 
we had it, or when our grandparents had it. I think that probably something 
will be done about measles, now that it is recognized as a virus disease. But 
| use it as an illustration, because a great deal of study has been applied to 
it, and we can still expect 90 per cent of the population to have it by the 
time they are middle-aged adults. Since measles lasts but a few weeks, it 
does not prevent a person from fulfilling the requirement of selective serv- 
ice. We do not hear criticism of the failure to control measles. But I would 
say if the control of caries is a failure, please do not feel that you are with- 
out company. 


As one interested in public health, I hope I take an acute interest in 
the methods of disease control. I have occasionally heard it expressed that 
Wwe cannot expect much in the control of a disease by therapeutic means. I 
have, at times, called dental methods for control of caries wholesale thera- 
peutics; and I have had some criticism for using that term. The attitude 
has been that therapeutic methods were not satisfactory in public health 
control. I think the people who have said so have been particularly im- 
pressed, perhaps, by the effective methods of the development of active 
immunization control of small pox, or in the control of typhoid in our Army. 

hen we come right down to it, it is a rather limited number of diseases 
that are controlled by active immunization. There are several diseases in 
which we have great hopes of eventual control by means of active immuni- 
zation. But to feel that active immunization, or as a second method, the 
elimination of a causative organism, were the main effective weapons of 
public health, is to jump at conclusions. Therapeutics is a very important 
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method of control, a perfectly justifiable method, and as I was running 
through a list of diseases which are of interest to the public health man, | 
noted that at least fourteen of the great disease scourges have to be con- 
trolled today by therapeutic measures, that is, fourteen out of some sixty- 
three diseases listed. It may be said that therapeutic measures are aimed 
at mortality. That is true, perhaps. Then, of course, we have to compare the 
matter of mortality when we consider the control of dental disease. 


There is not time to say more about the therapeutic methods in the 
control of disease. I would now like to consider a disease which has been 
considered a success story in the field of public health. In 1900 there were 
about 350,000 cases of typhoid fever in the United States and a mortality 
of about 35,000. I cannot give you the very latest reports, but even at that 
time a very great deal was known from the research standpoint of the 
cause of typhoid fever. It is a fairly easy disease to control because primarily 
the object of attack is the disease germ, and we kill those disease germs 
without mercy. We do not have to depend on balky legislators in order to 
attack the Bacillus typhosis. No antivivisectionists make a plea for bacteria. 
We can get clean water. We can get pasteurized milk. We can have food 
inspection. We also can have active immunization, especially in our armies. 
With this, there has been a successful campaign against the disease, and in 
1934 there were some 4,400 deaths and approximately 60,000 cases. They 
are somewhat fewer today, decidedly fewer in our big cities where we have 
adquate water supplies and adequate sewage disposal. I think this has been 
hailed as a very fine accomplishment. 


Now, of course, this deals with nation-wide conditions and perhaps, 
when I compare particular experiments in control of dental disease, I should 
put them against particular experiments in control of typhoid. But my pur- 
pose is to show that by dental methods dental disease can be controlled 
quite effectively. From the figures of the Hagerstown studies made by the 
U.S. Public Health Service we find that among the high school children at 
least one permanent tooth had been lost in every child. The figure was 1.09 
for the age group 13 to 19. In the elementary children, thirty-one boys out 
of one hundred had lost one permanent tooth, and thirty-five girls out of 
one hundred had lost at least one permanent tooth. 


This probably is representative of the situation in a good part of the 
United States. In some of our counties in the mid-west with endemic fluo- 
rosis there may be a lower figure. There may be some areas with a higher 
figure. But roughly speaking, I think you would agree that even the best 
youngsters, in a mass, will show a figure of from 35 to 40 permanent teeth 
missing in every hundred elementary school children. 


Now if we take some of the carefully conducted dental clinic services 
we will find annual losses of permanent teeth cut to such figures as three 
teeth per hundred children (in one of our local projects), five teeth per 
hundred children for New York City’s wide-spread dental service, five to 
six teeth given as the figures obtained in the Hawaii dental control plan. 
It is not fair public health measurement to compare one community against 
another, and consider that we should have specifically comparable results. 
The point I would make would be that present-day methods for the control 
of tooth mortality by good dentistry are nearly as effective in the places 
where they have been tried as are the well known methods used for the 
control of typhoid fever, when we are consideraing the reduction in mor- 
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ity from the disease in a period of time. We know there where we have 
»se successful services the original picture was like that of Hagerstown, 

_ ughly thirty-five missing permanent teeth in every hundred children in 

"2 younger grades, one permanent tooth missing for every child in the 
‘h school age. Where dental service has been thorough and complete and 
-oetive for everyone, over a ten-year period we find the other picture, the 
juetion from thirty-five to five teeth lost per hundred children at any 
“en survey. 


That record stands well beside that of a reduction of 35,000 deaths 

m typhoid to 4,400 deaths thirty-four years later. It means that dentistry 

1s some effective methods. | think of it every time I look at a youngster 

' 10 has been taken care of at the Children’s Clinic at the Harvard Dental 
hool. I look in his mouth and see a full complement of teeth. And it is not 
st luck. Every youngster who has been through that service has his full 
mplement of teeth, so that I believe that dentistry has a great deal to 
fer the public, and that the only criticism that is justified would be the 
viticism of those dentists who are not willing to do work upon children. 


That does not mean that we should not carry on advanced research 
vrograms for the discovery of the exact mechanism by which dental caries 
occurs, so that it may be possible to find some easier way to prevent dental 
-aries, rather than simply to stop it in its tracks. We will encourage all the 
research we possibly can, we will do it ourselves, we will keep records, to 
see if we can find why some children are immune and others are not. But we 
will also state, rather distinctly, that the people are responsible for the 


health of the mouths of their children and dentistry can prevent the loss of 
teeth and can give full functioning mouths. We must expect such a service 
to cost something, and it is the parents’ responsibility, rather than the dental 
profession’s, to see that their children’s mouths are completely cared for. 


_ Just one other illustration. As I understand it, 55 out of 56 young men 
in the Burroughs Newsboy’s Foundation have been accepted for the Army 
or Navy. Since about 24 per cent of the total rejections have been due to 
dental deficiency and 50 per cent of the selectees have been rejected for all 
causes, we could well expect six of these young men to have been turned 
down. This is a conservative figure and is rather marked evidence of the 
excellence of the service provided by the Burroughs Newsboy’s Foundation, 
—the excellence of your volunteer efforts to help these young men. It is im- 
portant to recognize it to give you people just due for your loyal volunteer 
service. It is even more important to recognize it because it shows that a 
group of young men can be encouraged to accept the services of your organi- 
zation of their own volition, and so develop and protect themselves that 
practically 100 per cent of them can meet the standards of the Army and 
the Navy. Your service is most important in demonstrating what can be 
done. Your work sets an important example. Other groups in other com- 
munities are beginning to take action on the health of our young men. They 
can report, “Look at what has been done at the Burroughs Newsboy’s Foun- 
dation. We should be able to do it, too.” Your results, I believe, demonstrate 
my thesis, that we have effective preventive methods for maintenance of 
mouth health by using dentistry, health education, prophylaxis, and your 
guidance in nutrition,—not to forget the importance, interlocking with this, 
of your medical service. 
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1. GENERAL CONSIDERATION OF WRITING 
Note—This is the first of a series of six articles on various phases of writing. 
The general rules for the composition of an article are pointed out and em- 
phasis is placed on the preparation of dental papers. The series is prepared 
by the Committee on Cooperation of the American Association of Dentai 
Editors for release in member publications. 


It may not be the primary business of a dentist to know how to express 
his thoughts in a decent fashion, but an ordinary ability to put thoughts in 
words should certainly be one of the attributes of the dentist as a profes- 
sional man. In civic and professional affairs, before audiences and before 
the microphone, on technical and casual subjects the dentist is often asked 
to express his opinions. He must be able to do this with a reasonable show 
of competency or lose entirely the values that are associated with the com- 
munication of his ideas to others. 


Writing, like speech, suffers from the fact that almost everyone has 
some familiarity with it; from the notion that it is a natural gift for which 
no training or rules are necessary; from the superstition that it is largely 
a matter of inspiration when, as has been remarked, it is more a matter of 
perspiration. Writing, in fact, demands as much attention to rules, restric- 
tions, incompatibilities, and limitations as do the construction of a denture 
or the compounding of a prescription. In both, certain things should be done 
while others must not be done if the final product is to be recognizable and 
useful. On the other hand, positive genius is not required for any one to set 
down his ideas in writing so that they are communicated to others without 
distortion and misunderstanding. The observance of a few rules is all that 
is necessary and these rules will be examined in this series of articles. 


Style in Writing 


Style in writing, as well as in fashion, is a reflection of the author’s or 
wearer’s personality. Stvle in writing may be florid and over-decorated, 
given to the use of phrases and thoughts of which all have been heartily 
tired for a long time. Style may be windy and tiresome, requiring too long 
a time to present too unworthy a message. It may be “curt, clear, and com- 
plete”. Each places upon a piece of writing a mark that is as unmistakable 
and as recognizable as an individual’s walk. 


The dentist, in the writing he is usually called upon to do, should not 
attempt consciously to put style into his work. An acceptable style will 
result if the writer merely tries to tell his story honestly, directly and 
simply. Quiller-Couch says that “style in writing is much the same as good 
manners in other human intercourse” and a desperate attempt at good 
manners usually results in something less than complete satisfaction. 
Huneker maintains that “style can not be taught’, and the dentist should 
be content to form and perfect his style by increasing his experience with 
all types of writing. 


Deterioration of Style 


Style in writing deteriorates directly with the use of highflown or 
out-of-the-way words, with poetic phraseology, with windy circumlocutions, 
with tired and worn-out expressions, and with any studied effort to be 
clever, whimsical or unusual. All of these things might once have had their 
place in an old-fashioned Fourth of July oration, but they should not be 
found in any of the writing that a dentist is required to do today. “Whenever 
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writer feels an impulse to perpetrate a piece of exceptionally fine writing,” 
uns Fishbein, “che should obey it, but should delete what he has written 
fore sending the manuscript to press.” 

The primary requisite of writing of any sort is to have something to 
_y because the usual purpose of writing is to communicate an idea to others. 
a writer is not certain of what he wants to say or if his thinking is cloudy 
,d confused, whatever he writes will suffer the same faults. The first 
liminary to sound writing is to fix the message that is to be given to 
hers. When this is done, the greatest obstacle to clear and purposeful 
“iting is overcome. 
* * 


BOOKS REVIEWED 
“A Text-Book for Dental Assistants” by Irwin Robert Levy, D.D.S. 
ois new work defines the task of the dental assistant and stresses the 
-rious ways in which she can be of greatest value to the dentist. It describes 
\w she may be of greatest assistance to the dentist at the chair. Such 
pies as the manipulation of dental materials and the universal problems 
° office management and practice building are discussed as well as such 
_opies as sterilization, radiology, oral surgery and other branches of den- 
istry. It is well illustrated, and provides essential directions and practical 
»iformation. It will serve as a comprehensive reference book replete with 
new and helpful suggestions. 
i.ea & Febiger, Washington Square, Philadelphia, Pa., $3.50. 
“Dentistry” condenses articles from “Journal”. We always get a thrill 
out of seeing ourselves in print and we feel very proud that “Dentistry”, a 
digest of practice, selected the article ‘Follow-up Work in a School Health 
Program” by Belle Fiedler, of Neenah, Wisconsin. This article appeared in 
the October “Journal” and is briefed in the July copy of “Dentistry”. 


If You Can Write You Can Make One Hundred Dollars 

Among the dentists, dental hygienists, assistants and the public inter- 
ested in dentistry there must be human interest stories and many persons 
who have the literary talent and the interest to tell these stories. 

Oral Hygiene is the dental journal that seeks to uncover these stories, 
these problems in dental practice, these points of view on dental life—and 
bring them to the light of publication. 

Each month Oral Hygiene will pay $100 for the best article accepted 
for publication and will pay for all other manuscripts accepted at a liberal 
word rate. 

Please proceed as follows: 


1. Do not write any article longer than 1500 words. 

2. Do not attempt to be too “literary”. Report your experiences or 
those of somebody else simply and directly. We are interested in 
the facts and the substance, not the literary flourishes. 

3. Your manuscripts should be typewritten, double spaced, and sent 
with return postage. 

If you have good pictures or drawings to illustrate the article—fine! 

Everyone has a story to tell. Don’t hesitate. Write your article now. 

Send it to: ; 
EDWARD J. RYAN, D.D.S. 
Editor, Oral Hygiene 
708 Church Street 
Evanston, Illinois 


‘ 
= 
- 


The Journal of the American Dental Hygienists’ Association 


WEST VIRGINIA STATE BOARD OF DENTAL EXAMINERS 


SEPTEMBER 1, 1942 


The West Virginia State Board of Dental Examiners recognizing the fact that the 
American Dental Association has not approved any schools for the training of dental 
hygienists have decided to register and approve all schools operating in the State of 
West Virginia whose graduates intend to be applicants to practice Dental Hygiene in 
this state. 

The educational requirements for approval are: 


(1) The school shall be accredited by the West Virginia State Board of Education 
and grant degrees on their authority. 


(2) Its graduates shall be approved for teaching in high schools holding member- 
ship in the North Central Association of Colleges and Secondard Schools. 


(83) The course of study shall cover a period of not less than two years of at least 
nine months each during which time the student shall have completed a minimum of 
sixty-four semester hours. 


(4) The minimum course of study of each of the following subjects shall be two 
semester hours: 


a. Anatomy and Dental Anatomy 
Physiology 
Dental Histology 
Bacteriology 
Sterilization 
Dental Caries 
Malocclusion 
. Radiography 


(5) The course of study of Oral Prophylaxis and Clinical Practice shall be a 
minimum of sixteen semester hours credit. 


Applicants from out of state schools shall be required to present evidence that their 
school meets equivalent educational standards. 


The October Examination of the Ohio State Dental Board for Dental Hygienists 
will be held at Ohio State University, College of Dentistry, Columbus, Ohio. The Practica! 
Examination will be held on Tuesday, October 20, 1942, beginning at 8:30 a.m. The 
Theoretical Examination will be held Thursday, Friday and Saturday, October 22, 23, 
and 24, 1942, beginning at 8:30 a.m., and ending Saturday noon. All applications must 
be in the hands of the Secretary at least ten days before date of examination. For fur- 
ther information apply to Earl D. Lowry, D.D.S., Secretary, 79 E. State St., Columbus, O. 


“Announcement is made of the appointment of Dr. Gerald D. Timmons, Ph.G.. 
D.D.S., F.A.C.D., as Dean of the Temple University Dental School and Director of the 
School of Oral Hygiene. 


“Dr. Timmons came to the University from the position of Executive Secretary of 
the American Dental Association.” - 
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FORSYTH 
TRAINING SCHOOL FOR 
DENTAL HYGIENISTS 


Training for Public Health Work, 


School Clinics and Private Practice. | 
Eleven Months’ Course—Septem- | 


ber to July, inclusive. 


Director: 


PERCY R. HOWE, A.B., D.DS. | 


TWO 
OUTSTANDING 
COURSES 

in the 


DENTAL FIELD 


In addition to the course preparing 
the student for the practice of modern 
dentistry, and leading to the degree of 
D.D.S., the University also offers two 
courses in ORAL HYGIENE. 

One course, covering a year’s work, 
provides training in this new profes- 
sional field for young women who 
have finished high school, and leads 
to a Certificate in Oral Hygiene. 

A four-year course in Oral Hygiene, 
also offered by the University, leads to 
a Bachelor of Science Degree in Edu- 
cation, with a Certificate in Oral Hy- 
giene. Credit for advanced standing 
in Dental Hygiene, based upon cem- 
pletion of the University’s require- 
ments, will be allowed graduates of 
recognized Dental Hygiene training 
schools. 


ORAL HYGIENE DEPARTMENT 
Temple University Dental School 


Philadelphia Dental School 
Gerald D. Timmons, Ph.G., D.D.S., F.A.C.D. 
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NO PRODUCT 


Ever reached the popularity enjoyed by the Dr. Butler Brush 


without many imitations coming into the picture. In spite 
of this fact we believe the Butler continues to lead the pro- 
fessional field. Have you joined that outstanding group 
recommending the Butler exclusively? They claim it pays 
to prescribe the Butler. 


JOHN O. BUTLER COMPANY, 
7359 Cottage Grove Avenue, 


Chicago, Illinois 
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